Background: Osteoarthritis (OA) is a common condition managed in general practice, but often not in line with published guidance. The ideal consultation for a patient presenting with possible OA is not known. The aim of the study was to develop the content of a model OA consultation for the assessment and treatment of older adults presenting in general practice with peripheral joint problems. Methods: A postal Delphi consensus exercise was undertaken with two expert groups: i) general practitioners (GPs) with expertise in OA management and ii) patients with experience of living with OA. An advisory group generated 61 possible consultation tasks for consideration in the consensus exercise. Expert groups were asked to consider which tasks should be included in the model OA consultation. The exercise was completed by 15 GPs and 14 patients. The level of agreement for inclusion in the model was set at 90%. Results: The model OA consultation included 25 tasks to be undertaken during the initial consultation between a GP and a patient presenting with peripheral joint pain. The 25 tasks provide detailed advice on how the following elements of the consultation should be addressed: i) assessment of chronic joint pain, ii) patient's ideas and concerns, iii) exclusion of red flags, iv) examination, v) provision of the diagnosis and written information, vi) promotion of exercise and weight loss, vii) initial pain management and viii) arranging a follow-up appointment. Both groups prioritised a bio-medical approach to the consultation, rather than a bio-psycho-social one, suggesting a discordance between current thinking and research evidence.
Background
Osteoarthritis (OA) is a highly prevalent condition which presents and is managed in primary care [1] . Evidencebased guidelines on its management have been published by professional bodies and the UK National Institute for Health and Clinical Excellence (NICE) [2] [3] [4] [5] [6] [7] . The NICE OA Guideline recommends: i) a holistic approach to the management of OA ii) three core treatments (access to information, exercise and physical activity and interventions to achieve weight loss) be offered to all people with OA and iii) a range of other evidence-based interventions for those with persisting pain and/or disability [6] . Evidence suggests that management of patients presenting with OA in the UK is not in line with published guidance: older patients consulting with peripheral joint pain report that the problem may be dismissed [8, 9] and NICE core treatments are not routinely offered early on in the course of the condition [10] [11] [12] . This paper forms part of a wider study investigating how to improve implementation of NICE OA guidance in UK primary care.
What then are the potential components of an ideal consultation for OA? To investigate this we have undertaken a consensus exercise to determine the views of patients and clinicians about the possible content of an "ideal" consultation between a GP and a patient presenting with joint pain. Although there are evidence-based frameworks for medical consultations, notably the Calgary-Cambridge Framework [13] , and there is the background science about primary care OA management summarised in the NICE guidelines, there is no empirical evidence to guide the identification of the specific content of a model OA consultation. In such circumstances, consensus studies with experts have been advocated as the "next best" option [14, 15] . The relevant "experts" are the two participants in the consultation, namely, in the UK, the general practitioner (GP) and the patient presenting with OA [16] .
The aim of the consensus exercise was to elicit the views of a GP group and a patient group (patients who have OA) on the content of a model OA consultation and determine consensus about which specific tasks might be included in such a consultation.
Methods
A Delphi consensus exercise [17] was undertaken in four stages: i) an ideas generation round, ii) development of a common consensus questionnaire for GP and patient groups, iii) consensus rounds undertaken separately by the groups and iv) establishing the criterion for consensus in terms of the level of agreement needed for a statement to be included in the model OA consultation. Ethical permission for the study was given by South Manchester Research Ethics Committee (reference number: 09/H1003/2).
Stage 1 -ideas generation round Initial development
The NICE Guideline for the management of OA, was used as the basis for a set of principles which were specified in advance of the consensus exercise: i) a primary care OA consultation needed to cover the focused assessment of an older adult presenting with a peripheral joint problem and the consequent treatment of those considered to have OA. ii) the consultation would be patient-centred and support self-management, iii) the diagnosis of OA would be made clinically, iv) if a diagnosis of OA was made the GP would offer the patient written information about OA (an OA Guidebook which had been developed for the study investigating the implementation of the NICE OA Guideline referred to above), and v) the treatment algorithm advocated in the NICE OA guideline would be followed. Further, vi) follow-up appointments with a specially trained healthcare professional would be routinely available to further support self-management of osteoarthritis, and would be offered during the consultation (a service being provided in the implementation study) and vii) the Calgary-Cambridge model was chosen as the framework for the consultation. The Calgary-Cambridge model consists of 71 consultation skills which clinicians should be able to utilise when communicating with patients, which are organised in a framework describing the flow of a typical consultation: initiating the session, gathering information, physical examination, explanation and planning, and closing the consultation. It is very widely used in Medical School communication skills teaching and underpins the UK's Royal College of General Practitioners curriculum for the consultation [18] .
Prior to the consensus exercise the research team drew up an initial list of 34 statements about a model OA consultation based on the processes listed in the Calgary-Cambridge framework.
The advisory group
Inclusion criteria for the advisory group were: i) professionals who were expert in the management of OA or ii) lay people who were "expert" in what it is like to have the condition. Membership was invited from: i) former members of the NICE OA Guideline Development Group, ii) members of the Arthritis Research UK Primary Care Centre and iii) members of the Arthritis Care Helpline team. A group of 27 professionals (ten GPs, five physiotherapists, four rheumatologists, three nurses, three occupational therapists and two social scientists) and seven lay people was identified.
The initial list of 34 statements developed by the research team was sent to members of the advisory group, who were asked to comment on each statement and to suggest additional statements. The comments and suggested additions were collated, and reviewed for consistency and overlap, and a final list of 61 statements was developed for consideration in the consensus rounds.
Stage 2 -consensus questionnaire
The questionnaire consisted of a case scenario, task instructions, the final list of statements and a consent form. The patient presented in the scenario had a problem with their knee:
A 57 year old attends the GP for the first time with a knee problem. The problem has worsened over the past few months and the patient has come to ask for help coping with it.
The GPs and patients undertaking the consensus exercise were given a framework for the consultation which was based on the set of principles listed in stage 1. The instructions stated that: i) the treatment algorithm in the 2008 NICE OA Guideline should be followed, and a figure of the NICE target algorithm was included; ii) the consultation was to support the patient's self-management of OA; iii) the diagnosis would be made clinically; iv) if a diagnosis of OA was made the GP should offer the OA Guidebook and a follow-up appointment with the specially trained healthcare professional. To simplify the consensus task, the scenario focused on one joint, the knee, and the tasks to be considered were those for the assessment and treatment of a problem in the knee rather than any peripheral joint. Participants were asked to consider the statements regarding explanation and planning on the basis that a diagnosis of OA had been made and that the OA Guidebook would be given to the patient.
Stage 3 -consensus rounds Sample size calculation and recruitment of expert groups
A consensus methods review [14] suggested that consensus groups should have between 6 and 12 members. If fewer than this, reliability declines, whereas little further is gained by having more than 12 contribute to the final consensus round. Assuming a 70% response to each round (60% for GPs), and two consensus rounds, sample sizes needed for the two consensus groups were calculated as: patient group (n = 25), GP group (n = 35).
The inclusion criteria were: for the GP group, expertise in managing OA; for the lay group, having, or caring for someone with, OA. Potential members of the GP group were recruited at the 2008 Primary Care Rheumatology Society Annual Conference. Recruitment of the patient group was undertaken by inviting members of the Research User Group at the Arthritis Research UK Primary Care Centre and previous participants in a Centre study, to join the group. All persons indicating a willingness to participate in the study were sent the first and second consensus questionnaires by post, and nonresponders to either round were sent a reminder at two weeks. No payments were made for participation in the study.
Composition and characteristics of expert groups
32 GPs and 23 patients expressed an interest in participating in the study and were mailed the round 1 questionnaire. 16 GPs and 14 patients returned a round 1 questionnaire and of these all bar one GP completed and returned a round 2 questionnaire, a round 2 response of 47% and 61% respectively.
The GPs all declared a special interest in musculoskeletal disorders and were predominantly established GPs. The members of the patient group had a mean age of 72 years (interquartile range 67-76 years) and all had, or were caring for a person with, OA. Group characteristics are shown in Table 1 .
Undertaking consensus rounds
In the first consensus round participants were asked to decide which statements should be included if "time was no object" (for example, if there was an extended period of time for the consultation or if it could be conducted over several appointments). Participants were asked to rate each statement using a five-point Likert scale (definitely include/probably include/undecided/probably not include/definitely not include) as anchors and a "don't know" option.
In the second round participants were asked to consider which statements should be included if the consultation was only 10 minutes long (the normal maximum for GP consultations in the UK). For each statement participants were fed back their individual response from the first round and the total number of responses by their group for each item, and were asked to re-rate the statements.
The decision to define the length of the consultation differently in rounds 1 and 2 was made for pragmatic reasons: it was felt too onerous for participants in round 1 to decide which statements, from an extensive list, they would include in a time-limited consultation, and so a two-stage approach was adopted.
Analysis of round 2 responses
The responses from the patient and GP groups in the second consensus round were analysed separately, but using the same methodology. The proportion of participants who responded to each Likert item was calculated for each statement. Participants who had responded "don't know", or for whom there was missing data, were excluded from the denominator for the relevant statement. A response of either "definitely include" or "probably include" was defined as a response to include the statement in the model OA consultation.
Stage 4 -defining consensus
The level of agreement used to define consensus is often arbitrary [14] . Some studies have "set the bar" for agreement at the level of a simple majority, while others have set the bar higher [14] . We wanted to identify a set Reported caring for someone with osteoarthritis 3 (21) number of consultation tasks which could realistically be undertaken in a 10-minute consultation, and not to predefine an arbitrary level of agreement for a task to be included in the model OA consultation. For this reason an analysis of the number of statements at different levels of agreement for inclusion was undertaken to consider where to "set the bar".
Number of statements by level of agreement
The GP group demonstrated a high level of agreement for inclusion for many of the statements ( Table 2 ). The patient group had a high level of agreement for fewer statements ( Table 2 ). The cumulative number of statements which would be included at differing levels of agreement was determined for both groups ( Table 2) .
"Setting the bar"
The bar was set at the same level for both groups and a statement was included if either (or both) group included it at or above the level of the bar. If the bar was set at 100% then 11 statements would be included. If the bar was lowered to 90% then a further 14 statements would be included in the model OA consultation resulting in 25 tasks in total. Lowering the bar to 80% would add an additional five statements resulting in 30 tasks being included in the model OA consultation. From this analysis, it was felt that if the bar was set at 100% fewer tasks (11 tasks) than could be comfortably undertaken in a 10-minute consultation would be included, but setting it at 90% a realistically do-able number of tasks (25 tasks) would be included. Lowering the bar further would increase the number of tasks to be included and would result in more tasks being included than could realistically be undertaken in 10 minutes. For this reason it was decided to set the bar at 90% -a high level of agreement at which the number of tasks included could be realistically undertaken in a 10-minute consultation.
Results
The 25 tasks with a level of agreement of 90% or more in either or both groups included in the model OA consultation are shown in Table 3 . The tasks are those which were prioritised for inclusion in a 10-minute consultation between a GP and a patent presenting with chronic joint pain and enable detailed advice to be given as to how GPs could approach such a consultation. The first 12 tasks in the model detail the preferred approach by the groups to taking the history and examining the patient. The rest of the tasks give advice on the approach to giving and explaining the diagnosis, providing support for self-management and addressing the patient's need for analgesia. The two tasks given the highest priority were: i) enquiry about the need patient's need for painkillers and ii) recommending paracetamol and/or topical NSAIDs to address this need. There was 100% agreement for inclusion of these two tasks by both groups.
With a level of agreement for inclusion set at 90% or more, 36 statements were excluded from the model OA consultation (Table 4 ).
Discussion

Summary of main findings
Setting the bar for consensus at 90% resulted in the identification of 25 consultation tasks to be undertaken during the initial consultation between a GP and a patient presenting with peripheral joint pain. The 25 tasks provide detailed advice on how the following elements of the consultation should be addressed: assessment of chronic joint pain, patient's ideas and concerns, exclusion of red flags, examination, provision of the diagnosis and written information, promotion of exercise and weight loss, initial pain management, and arranging a follow-up appointment. There was high level of agreement in the GP group to include many of the tasks proposed for the model consultation; the patient group had high levels of agreement for fewer tasks. Comparison with existing literature
The items included in the consensus study for the model OA consultation cover both the assessment of the problem and its treatment if a diagnosis of OA has been made and is to the authors' knowledge the first study using consensus methodology to characterise such a consultation.
Two trials [19, 20] have previously evaluated the effect of a standardised approach to consulting for OA. One of these [19] included both assessment and treatment, but in both studies the content of the consultation was developed by a group of experts through discussion and reference to published guidelines, and the methodologies for these have not been published. Standard textbooks on clinical methods [21, 22] are focused primarily on the examination rather than history taking and do not cover in detail the assessment of peripheral joints in older people. A textbook on the 10-minute clinical assessment [23] includes, in the section on the assessment of knee pain, many of the tasks with a high level of agreement for inclusion in our model OA consultation such as eliciting ideas and concerns, taking a "pain history" and understanding the effect of the problem on mobility and work. The two tasks given the highest priority, those which all the participants from both groups included, concerned the pharmacological management of pain. However, they did not prioritise psycho-social tasks such as assessing mood and asking about social circumstances, suggesting that both groups favoured a bio-medical approach to the initial consultation rather than a biopsychosocial one. This suggests a discordance between "current thinking" of practising GPs, and patients, and "current best thinking" from research evidence, which suggests that an integrated biopsychosocial approach should be adopted for OA [6] . Possible reasons for this discordance might be; the dominance of the practicalities of achieving something in the 10 minutes of a consultation, the GPs' lack of awareness of this research, the influence of the prevalent bio-medical approach to osteoarthritis [24, 25] , that the relevance of psychosocial management to clinical management of OA has yet to be established or GPs' perceptions of clinical priorities in a first consultation for such a problem. Concerning the last point, similar patient views supporting a biomedical approach for initial consultations for a problem have been identified previously in other clinical areas; for example Calnan et al [26] . found that patients' explanations for upper limb disorders were initially biomechanical, with psychosocial explanations only being invoked when these were no longer appropriate. Neither of the two groups in our study prioritised tasks eliciting patient expectations, which is counter to a patient-centred approach propounded in the biopsychosocial approach, or in current notions of the "patient-as-person", sharing power and responsibility and therapeutic alliance [27] .
Strengths and limitations
The inclusion of patients in the consensus exercise represents a particular strength of this study. The levels of agreement for the statements were lower and more varied in the patient group than the GP group and, by "setting the bar" at the same level for both groups, the GP group contributed more tasks to the model than the patient group. However, the majority of the patient group was in favour of including all the 25 consultation tasks in the model and lowering the bar in the patient group to 80% would only have included two additional tasks. The response in the GP group was low, but this was in line with responses in other studies with GPs as participants [28] and still resulted in 15 GPs completing the consensus exercise, a number which has been shown to be sufficient for such exercises [14] . The participating GPs may not have the same views as GPs as a whole, as they all declared a special interest in musculoskeletal disorders, but it does seem reasonable to use the views of "specialist" GPs when evidence suggests that GPs in general have not fully engaged with the management of OA.
The tasks which the consensus groups prioritised produced a model that had a bio-medical focus and was not fully patient-centred -"eliciting patient expectations" for example was not included -and obtaining this result could be seen as a weakness of a methodology to develop a patient-centred consultation. However, the patient group could have, but did not, prioritise "patient Formulates with the patient a self-management plan 11 (73) 10 (77) Explains when the patient should re-consult the GP 11 (73) 8 (57) * "The GP" is the stem for all the statements.
expectations", suggesting that for this group such an aspect of the consultation was not an essential feature of patient centredness, and our aim was to elicit consensus around current views of patients and professionals on consulting for OA as an important starting point when planning how to implement change.
Implications for future research and clinical practice
The consensus exercise was undertaken in the context of the development of an approach to the management of OA to be used in an intervention study investigating how to implement best primary care for OA. The consensus we have obtained will form part of the framework, together with other clinical, scientific, guideline and policy evidence, in shaping the final content of a model for the initial consultation between a GP and a patient presenting with peripheral joint pain for use in the implementation study. These insights from the consensus exercise, into current GP and patient opinion on priorities for such a consultation will be used to inform the development of the training programme in the study. More generally, the results of this consensus study can inform primary care training for OA management. Although the context of day-to-day practice is different from that used in the consensus exercise, for example the provision of a specially trained healthcare professional to support the self-management of OA is not generally provided in clinical practice currently, many of the tasks which were identified for inclusion in the model OA consultation do not rely on such a service being available and would be relevant to current clinical practice.
Conclusion
This study has identified current consensus of a group of GPs and patients on the content of a model OA consultation for primary care. Overall 25 tasks, covering assessment and initial management of OA, were identified for inclusion in the model. The model OA consultation will need to be shaped for use in clinical practice and for investigating how to implement the NICE OA Guidelines in practice.
